SUMMARY The response to treatment of peptic oesophageal stricture associated with columnar lined (Barretts) oesophagus (CLO) has been compared with that in peptic stricture without CLO. Benign oesophageal stricture was present in 23 (41%) of 56 patients consecutive with CLO. In 18 the stricture lay at the squamocolumnar mucosal junction and was associated with reflux oesophagitis, in five it was situated ip the columnar lined segment and in four of these it was known to have been preceded by a chronic ulcer at the site of the stricture. Controls were an age and sex matched group of patients with benign stricture related to reflux oesophagitis unassociated with columnar epithelialisation. CLO associated strictures involving squamous mucosa were situated significantly (p<0.01) higher in the oesophagus than non-CLO strictures. The response to endoscopic dilatation and active medical treatment was significantly better, as judged by the need for subsequent dilatation (p<0O01) in the CLO than in the non-CLO group. It is concluded that associated columnar epithelialisation of the oesophagus is not in itself an indication for antireflux surgery in the management of benign stricture and these usually respond well to dilatation and medical treatment.
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In his original description of the columnar epithelial lined oesophagus (CLO) Barrett' mentioned that a fibrous stricture may develop at the junction of squamous and columnar lined segments as a result of reflux oesophagitis. Since then benign oesophageal stricture has been recognised as a common complica: tion of the columnar lined oesophagus in adults2`and children9' 0 (Table 1) . Acid gastro-oesophageal reflux is often severe" and oesophageal emptying has been reported to be impaired'2 in patients with CLO.
These factors might be expected to reduce the responsiveness of oesophagitis and benign stricture to treatment.
In this study a comparison has been made between benign oesophageal stricture in patients with gastrooesophageal reflux with and in those without columnar lined oesophagus. At endoscopy the presence and extent of oesophagitis were assessed and the distances from the alveolar margin to the stricture, to the cardia and to the diaphragmatic hiatus were measured. The diameter of the stricture was estimated using the opened biopsy forceps as a measure and dilatation using metal olive dilators was done to a diameter of 18 mm (54 FG olive). After the initial dilatation longterm therapy with cimetidine 1 2 g daily or ranitidine 300 mg daily and asilone gel 10 ml qds was commenced and the patient was followed up at intervals of three to six months with endoscopy repeated at yearly intervals or more frequently if demanded by symptoms.
Results
The incidence of benign stricture was 41% in the 56 patients with CLO. The stricture was situated at the squamocolumnar junction in 18 and in the columnar lined oesophagus in the remaining five. In four of these five patients the stricture lay at the site of a previous chronic ulcer seen at an earlier endoscopy and these had all healed with medical treatment. The predilatation luminal diameter of every stricture in the CLO and non-CLO group was 12 mm or less.
The strictures were situated significantly nearer the alveolar margin in the CLO group than in the non-CLO group (Table 2) . A hiatal hernia was found to be present in 22 of the CLO group and in 21 of the non-CLO group. This cephalad shift of the cardia, however, did not account for the higher position of the strictures in the oesophagus in the CLO group because the distance of the stricture above the cardia was significantly greater in this group. Oesophagitis with ulceration was found in and above the stricture in 13 (56%) of the 23 patients with non-CLO strictures and in 14 (79%) of the 18 patients with CLO strictures involving squamous mucosa. Its severity was thus comparable between the two groups. Only one of five patients in which the stricture involved the columnar epithelialised oesophagus, had evidence of oesophagitis in the squamous mucosa.
The numbers of dilatations required are shown in the Figure where it will be seen that strictures associated with CLO required rather fewer dilatations. As the mean follow up period was shorter (although not significantly so) in the non-CLO group these figures were expressed as the mean number of dilatations needed per patient year ( Table 2 ). The CLO group required significantly fewer dilatations than did the non-CLO group. There was no significant difference in the responsiveness to treatment between those strictures at or above the squamocolumnar junction and those in the columnar lined portion of the oesophagus and four of the five in the latter group have needed only a single dilatation.
Discussion
This study provides further evidence that benign stricture of the oesophagus is a common complication of the columnar lined oesophagus. Whilst three studies have reported strictures in 65-81% of patients with CLO our findings are in keeping with the frequency of 30-40% reported in most of the larger series ( Table 1) . 
